The case belongs to the group described by Findlay as compensatory bronchiectasis. That there was demonstrable dilatation of the bronchi justifies the diagnosis of bronchiectasis, but the course points the danger of retaining our original concepts of prognosis when the basis of diagnosis has been shifted from autopsy findings and gross changes in physical signs to lipiodol X-ray abnormalities.
Discussion.-Dr. G. H. NEWNS said that he h;d shown a similar case at a meeting of the Section in 1936.1 From the cases reported by Findlay, and inore recently by Jennings, it was evident that occasionally mild cases of atelectatic bronchiectasis recovered when the collapsed lobe expanded. He had followed up somiie cases of bronchiectasis in children several years previously and had found two cases of early bronchiectasis which had recovered.
Dr. PATERSON said he had seen two sim-lilar cases which recurred on three separate occasions. He would like to predict that in this case the recurrence would occur within the next year.
? Acute Rheumatism occurring in the course of a Staphylococcal Septic2mia.-F. DUDLEY HART, NM.B.
Philip C., aged 7 vears, was admitted under Mr. W. B. Gabriel on 17.3.37. He had fallen 40 ft. out of a window and fractured the shaft and lower epiphysis of the right femur, the ends of which were overlapping 2 in. His chin was cut, the mandible exposed and fractured, and its periosteum torn.
Condition on admission. Temperature 98 4°F.; pulse 100; respirations 23. Urine showed albuminuria and acetonuria, both of which disappeared in four days. Cardiovascular and respiratory systems were normal. The chin wound was cleaned and sutured and the right leg put on to extension.
For the next few days there was an irregular temperature, accompanied by an increased pulse and respiratory rate. On 23.3.37 the temperature returned to normal, only to rise to 103°F. the next day. The child looked ill, and hectic fever continued.
On 30.3.37 a right parotid abscess formed. This was opened the following day; the discharge showed pus cells and Gram-positive cocci in chains, but there was no growth on culture. The temperature fell, but rose again four days later. On 14.4.37 there were signs of fluctuation and tenderness in the right inguinal region. An incision was made and thin pus, slightly green and under tension, escaped.
Microscopical examination revealed many pus cells and long chains of Grampositive cocci. Culture: A pure heavy growth of hemolytic streptococcus. This time there was no fall in temperature, and on 29.4.37 the wounds had to be enlarged and pocketed pus released. An abscess on the dorsum of the foot had also formed, and was opened at the same time. No abatement of fever resulted.
Skiagrams taken on 10.5.37 showed osteomyelitis of the femur and a shadow at the apex of the right lung; the heart shadow was markedly enlarged. The patient had complained of slight cough and pleuritic pain at the right base for a few days previously. The right leg was put into plaster of Paris. Twelve days later there were cefinite clinical and radiological signs of a pericardial effusion. Supposing it to be a pyopericardium, Mr. Gabriel aspirated 100 c.c. of sero-sanguineous fluid. As this was withdrawn the friction murmur previously a.pparent became more marked and was heard over a greater area. On culture the aspirated fluid gave no growth.
24.5.37: Blood transfusion, 250 c.c. 12.6.37: Patient looked distinctly better, but still had hectic fever and a swelling in the right supraclavicular region, which had appeared a few days previously over the site of the shadow in the skiagram of the lungs. Pericardial rub still present, but in addition there was a systolic murmur. A nodule was found on the right elbow.
Blood culture: Staphylococcus aureus. Temperature swinging between 98 40 and 101°F.; much less hectic than previously. The respiration rate, varying from 23 to 60 since the onset of the pericardial effusion and thoracic signs, began to settle.
Proceedings of the Royal Society of Medicine 14 5.7.37: Still cheerful, and better in himself. Temperature persisted. Right groin still discharging. Blood cutlture: S. aureus. Blood-pressure 80/45. Nodule as before. Heart still enlarged clinically with a,pex beat 3 in. from the mid-line. S,ystolic miurmur as before -ith reduplication of second sound at apex. Nodules appeared on the left elbow.
17.8.37: The wound in the right groin was still discharging. Condition much as on 5.7.37. The child was surprisingly fit and well, considering the continued fever. Recession of interspaces over apex and base. The apical systolic murmur seemed somewhat rouigher than at the onset.
30.9.37: Small nodule noted over left patella. Right elbowr nodules seemed larger than before. An electrocardiogram showed tachycardia, inverted T. 3 and P. 3 and some left axis deviation. Temperature gradually settling. 10.10.37 Temporary rise in temperatuire. Blood-culture negative after five days' incuibation.
Since then the child has not looked back. A low-grade fever of 98°-99.4o F. persists. The blood culture remains negative. The heart is still clinically somewhat, enlarged and the apex beat is just beyond the mid-clavicular line. The systolic murmur persists. Blood-pressure 94/57 . The hlemoglobin, 455% on 11.5.37, was 700o on 27.5.37 and 18.8.37. Sedimentation rate 37 mm. in one hour (micro. method).
The boy feels wN-ell, is happy, and has put, on w-eight. No DTiscussizon.-Dr. A. G. SIGNY said that he hacd examined the sections of the nodules anid agreed that they were probably early rheumilatic nodules. There was a fair amiount of fibrinotis exudate, with a lesser degree of cellular reaction than was usually seen in rheumiiatic nodules. Usually nodules were examined in a later stage, when the exudate Nvas disappearing and cellular activity provided the essential histological feature of the rheumnatic node. Very often, too, nodules wN-ere examiined in their last stages, when they showved only a mass of young fib1rous tissue enclosing smiiall collectionis of cells. All these three stages should be recognized in the rheumiiatic n-odule.
Dr. WILFRID SHELDON said that he agreed with the diagnosis of acute rheumatismii, but hoped that the membe.s would niot read into the title a suggestion that the attack of rheumatism had been caused by the staphylococcus. It appeared that the child had had a (loutile infection-streptozoccal and staphylococcal. The pus fromn an abscess in the groin had given a pure culture of hemolytic streptococcus, and after the appropriate interval of two to three weeks the rheuml-atic attack had occurred. A less misleadinig title for this c;-se mnight be " acute rheumatism followving a localizedl streptococcal infection, coniplicated by a more widespread staphylococcal infection " .
Dystrophia Adiposo-genitalis associated with Hydrocephalus in a Child aged 2 Years.-BERYL D. CORNER, MA.D. M. M., a male infant. Past history.-Birth-weight 10 lb. Healthy utntil the age of 5 months, wrhen he was admitted to Bristol Children's Hospital with bronchopneumonia, and a cleft palate was first noticed. Readmitted, aged 8 months, with bronchitis; weight 163 lb. An active baby, able to stand in his cot, and of normal appearance. Subsequently attended out-patients' with typical asthmatic attacks until 1 year old, when rapid gain in weight for two months necessitated admission for investigation. The weight was 30 lb; head circumference 193 in.; lie wNas w%-alking and his intelligence
